cific serological alterations suggestive of ABPA, and about their risk to develop ABPA or other Aspergillus-associated syndromes, such as severe asthma with fungal sensitisation (SAFS) (4), during follow-up. To answer these questions, we retrospectively reviewed our prospectively-collected cohort of consecutive adult patients with non-cystic fibrosis bronchiectasis attending the outpatient clinic at the San Gerardo Hospital, Monza, Italy, from January 1 st , 2013 to December 1 st , 2016 (Institutional Review Board approval n. 234, September 2013). To define ABPA we used the diagnostic criteria proposed by the ABPA Working Group ISH-AM 2013 (5) . After screening visit, all patients were offered a clinical and functional follow-up at our outpatient clinic. Clinical deterioration was established by the attending physicians,
To the Editor
The most recently published guidelines about the management of adult bronchiectasis suggest screening all patients for allergic bronchopulmonary aspergillosis (ABPA), since this is a potentially treatable disease and modifiable cause of bronchiectasis (1) . Tests recommended include total serum IgE, specific IgG to Aspergillus and specific IgE to Aspergillus or, as an alternative, skin prick tests to Aspergillus. ABPA prevalence in adults with bronchiectasis is low, and varies between 1 and 11% in different cohorts (2, 3) . However, in some cases, tests for ABPA might be altered but not consistent with a diagnosis of ABPA. No recommendations are available about management of these patients with only some nonspe- according to the following parameters: onset or worsening of respiratory symptoms, such as cough, dyspnea and sputum production, or pulmonary exacerbations ≥ 2/year. Functional deterioration was defined as Forced Expiratory Volume in the 1st second (FEV1) and/or Forced Vital Capacity (FVC) > 10% reduction compared to the prior test. Out of 385 patients in our cohort, the prevalence of ABPA was 4%, consistent with the prior literature (2-3) (figure 1) . Almost one quarter (89, 23%) of our patients presented, at the time of first evaluation, one or more alterations of ABPA testing (figure 1). Eighteen (20%) patients showed multiple contemporary alterations of screening exams. Out of 73 patients with nonspecific ABPA screening alterations at baseline and at least a 12-month clinical follow-up (median follow-up time 25 months), the majority (57 patients, 78%) showed neither clinical nor functional deterioration and none of them developed Aspergillus-associated syndromes, while a minority of patients (16 -22%) repeated screening tests because of clinical and/or functional deterioration. In these patients the repetition of screening tests, together with functional and clinical evolution, allowed to make a diagnosis of ABPA in 1 case and SAFS in 5 cases.
In conclusion, only a minority of bronchiectasis patients (4%) were diagnosed with ABPA at baseline, while nonspecific alterations of screening tests not consistent with a diagnosis of ABPA were common (almost one quarter of cases in our cohort). In this specific group, 22% of patients showed clinical and/or functional deterioration during follow-up and almost 8% received a diagnosis of ABPA or SAFS. Therefore, a non-negligible proportion of patients with nonspecific alterations of screening tests at baseline may develop Aspergillus-associated syndromes during follow-up. Such condition should be suspected in particular in the presence of clinical and/or functional deterioration. Further studies on multi-centric cohorts and longer follow-up periods are needed to confirm our observations.
